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Background:  ACC/AHA guideline recommends primary percutaneous coronary intervention (PCI) to be performed for patients with ST-segment 
elevation myocardial infarction STEMI within ninety minutes of their arrival to the emergency department (ED). The aim of our study is to compare 
the false positive rates of ED physicians to cardiologists for the diagnosis of STEMI based on their clinical scenario and ECG interpretation skills.
Methods:  A retrospective analysis reviewing 12 lead ECG’s of patients who were diagnosed with acute STEMI by the ED physicians and underwent 
emergent cardiac catheterization from June 2007 to July 2008. ECG’s were reviewed by three different cardiologists who were blinded to the 
patients’ name, medical record number, the results of coronary angiogram and to each other reading. 
Results:  We reviewed ECG’s of 151 patients, 103 (68%) were male. Mean age was 60+5 years old. The median D2B time was 85 minutes. There 
was no statistically significant difference in the D2B time whether or not the cardiac catheterization team was on site when activated (82 min on 
site, 87 min when team called in, p 0.39). Thirty three patients were falsely diagnosed with STEMI based on their coronary angiography. ED physician 
had significantly higher false positive rate when compared with any of the three different cardiologists’ interpretation (19.2% vs. 9.1 %, p 0.02). 
Based on cardiologists ECG interpretations, reader 1, 2 and 3 had a false positive rate of 6.8%, 6.2% and 6.2% respectively. Sensitivity was similar 
between the ED physicians and cardiologists’ interpretation, 94% and 96% respectively. However, the latter had a higher positive predictive value 
when compared to ED physician, 92% vs. 78%. Percent of false positive was similar among gender.
Conclusion: In an attempt to achieve D2B time, direct activation of cardiac catheterization team by ED physician led to higher number of 
emergent cardiac catheterizations. With availability of electronic ECG transmissions, cardiologist interpretation will decrease the false positive run 
rate.
